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This R&gmahm is not mei as evidenced by:
Based on staff interview and medical record
review, the facility failed to provide Provigil as
ordered by the physician for Patient #1.

Severity: 2 Scope: 1
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What corrective action will be accom-
plished for those residents found to have
been affected by the deficient practice:
The patient has been discharged and it is
not possible to correct this particnlar defi-
ciency.

How will you identify other residents lav-
ing the potential to be affected by the same
practice and what anticipated corrective
action will be taken: All patients have the
potential to be affected. All RNs and LPNs
will receive education on the docurmenta-
tion requirements for the MAR in regards
to how to document dosage omissions.
Education will occur through a mandatory
self study packet. The education will be
completed by 2/28/10.

What measures will be put into place to
ensure that the deficient practice does not
recur and how will the facility monitor its |
eorrective actions: Compliance audit will
occur through random chart abstraction by
the individual nurse managers of inpatient
units,

Individual Responsible: CNO and Nurse
Managers of Inpatient units

Date of Completion: 228/10 .- |
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